Care of the critically ill patient has considerably changed over the last decades with advances in ventilatory support, antimicrobial therapy, inotropic drugs and improved renal support. The survival, however, of patients presenting with major trauma or sepsis and developing the syndrome of multiple organ failure (MOF) remains poor, although this may partially be due to more severely ill patients being admitted to the intensive therapy unit (ITU).
In its final stages, shock, regardless of its primary pathogenesis, results in a picture of diffuse end-organ damage, coagulopathy, metabolic acidosis and hypotension. 'Septic shock', so called, is the commonest form of shock seen in hospitalized patients, and is the type of shock most studied in terms of pathogenetic mechanisms.
Foci of infection
The presence of possible or new septic foci must always be considered in the care of the critically ill patient and imaging techniques such as computed tomographic (CT) scans, ultrasound and white blood cell scanning can all be undertaken in the search for infection. The use of repeated laparotomy or laparoscopy should also not be discounted in the search for intra-abdominal sepsis in the critically ill The transport ofoxygen from the atmosphere to the blood requires adequate alveolar ventilation, pulmonary perfusion, ventilation/perfusion ratio and diffusing capacity. In septic shock many of the above parameters may be abnormal and methods of improving arterial oxygenation may be required, with the aid of physiotherapy, increased oxygen tension, continuous positive airways pressure ventilation (CPAP), tracheal intubation, mechanical ventilation and the use of positive end expiratory pressure (PEEP). Although the above manoeuvres may improve arterial partial pressure of oxygen, the application of PEEP may impair cardiac output and thus decrease oxygen delivery. The management of patients with critical illness must therefore aim to optimize oxygen delivery and uptake, any intervention being assessed in terms of arterial oxygenation, cardiac output, oxygen delivery and oxygen uptake.
Inotropic support
Since oxygen delivery is dependent on adequate arterial oxygen content and cardiac output, adequate systemic flow is necessary for tissue oxygenation. Although cardiac output may be normal or raised in the patient with septic shock, improvements of systemic flow may be useful in further improving tissue oxygenation and hence survival, due to the presence of pathological supply dependency. Work by Shoemaker has suggested improved survival if the following parameters were obtained: a cardiac index of greater than 4.5 litres/min and an oxygen delivery of greater than 600 ml/min/m2 and an oxygen consumption of greater than 170 ml/min/m2.7
A variety of inotropes are available. Dobutamine is predominantly a P, agonist. Dopamine stimulates both o and p receptors, the effect on the cardiovascular system being highly dose-dependent -at low doses dopamine has a direct renal vasodilatory effect, at somewhat higher doses it has an inotropic effect mediated through 1, receptors and at larger doses the predominant effect is that ofvasoconstriction. Dopexamine, a newer inotrope, stimulates dopaminergic and beta-adrenergic but not alpha-adrenergic receptors, and is said to cause an increase in renal blood flow and myocardial contractility associated with systemic vasodilatation.' Adrenaline is a potent vasopressor, increasing heart rate, increasing the force of myocardial 
Conclusions
The use of corticosteroids in the treatment of adult respiratory distress syndrome62 and septic shock63 has been reported as showing no benefit with respect to outcome. However a vast array of potential therapeutic interventions is becoming available, such as TNF and endotoxin antibodies, oxygen radical scavengers, cyclo-oxygenase inhibitors and microvasodilators. The role of such agents in the critically ill patient will need to be assessed, in addition to that of present therapy.
Sadly, however, in many hospitals the ITU can become a battlefield between the warring factions of anaesthetist, physician and surgeon with the patient the potential loser -we must strive to improve this with better inter-specialist communication, not only within the medical groups but also including the nurses, physiotherapists and physiological measurement technicians who play such a vital role in the survival or otherwise of patients, and who are so often overlooked. 
